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Y 000 Initial Comments Y 000

This Statement of Deficiencies was generated as
a result of the annual state licensure survey and

complaint investigation conducted at your facility

on 12/02/08.

The survey was conducted using Nevada
Administrative Code (NAC) 449, Residential
Facility Groups Regulations, adopted by the
Nevada State Board of Health on July 14, 2006.

The facility was licensed for 9 total beds.

The facility had the following category of
classified beds: Category 1 - 9 beds

The facility had the following endorsements:
Residential facility which provides care to elderly
and/or disabled persons, and /or persons with
mental illness, and/or persons with chronic
iithesses.

The census at the time of the survey was 4. Four
resident files and one closed resident file were
reviewed and four employee files were reviewed.

There were 2 complaint(s) investigated during the
survey.

Complaint #NV00017396 Substantiated with no
deficiencies

Complaint #NV00018230 Substantiated with no
deficiencies

The findings and conclusions of any investigation
by the Health Division shall not be construed as
prohibiting any criminal or civil investigations,
actions or other claims for relief that may be
available to any party under applicable federal,
state, or local laws.
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The following regulatory deficiencies were
identified:
Y 106 449.200(2)(a) Personnel File - 1st aid & CPR Y 108

NAC 449.200

2. The personnel file for a caregiver of a

residential facility must include, in addition to the

information required pursuant to subsection 1,

(a) A certificate stating that the caregiver is

currently certified to perform first aid and

cardiopulmonary resuscitation.
Y10l
) EMPLOYEE # 2 WAS SCHEDULED FOR

This Regulation is not met as evidenced by A FIRST AID Anp CARDIOPuL MONARY

Based on interview and record review, the facility RE SUSCITATION (cPR\ TRAINING ON

failed to ensure 1 of 3 caregivers had evidence of 12 [04 /08

first aid and cardiopulmonary resuscitation (CPR) )

training (Employee #2). b) AL EMPLINEE FILES WILL B REVIEWH]

Findings include: BVEQY b MONTHS 0 ENSuRE EMPLUYEES
HAVE UPDATED ¥ !

Employee #2 was hired on 12/15/01. The VE \ P P FIRST AID AND CPR ChrDb

employee's file contained an expired CPRffirst aid ON FILE. A CHeCkLisT For EACH

card c_iated 7/26/08, Thgz employee's file did not EMPLOYEE FiLE wiy ge UWNILIZED TO

contain documented evidence the employee had

renewed CPR and first aid training. DETERMINE 1 ANY Qe - CERTIFICATIONS
ARE NEEDED. EMP E

Employee #2 revealed she did not realize the EN Lovees wil g¢

CPR and First Aid training had expired. ROLLEO IN RE - CERTICIR CATION Clags
PRIOR T EXPIRATIO

Severity: 2 Scope: 3 RATION PATES. TiE
ADMINISTRATUR WiLL MONITOR FoR

Y 940 449.2749(1)(g)(3) Resident file voso [COMPLIANCE,

¢y n / 0408 CoMPLETION pATE
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NAC 449.2749
1. A separate file must be maintained for each
resident of a residential facility and retained for at
least 5 years after he permanently leaves the
facility. The file must be kept locked in a place
that is resistant to fire and is protected against
unauthorized use. The file must contain all
records, letters, assessments, medical
information and any other information related to
the resident, including without limitation:
(g} An evaluation of the resident's ability to
perform the activities of daily living and a brief
description of any assistance he needs to
perform those activities. The facility shalf prepare
such an evaluation:

(3) In any event, not less than once each
year.

This Regulation is not met as evidenced by:
Based on interview and record review, the facility
failed to perform an annual evaluation of a
resident's ability to perform the activities of daily
living (ADL) for 2 of 4 residents residing in the
facility longer than a year (Resident #3 and #4).

Findings include:

Resident #3 was admitted on 2/1/02. The
resident's file did not contain an annual evaluation
of the resident's ability to perform the activities of
daily living for 2003, 2004, 2005, 2006, 2007 and
2008.

Resident #4 was admitted on 8/22/02. The
resident's file did not contain an annual evaluation

Yoo

a) RESIDENT #3 AND ReciDent # 4 wexe
ASSESSED AND EVALUATED BY THE
PROVIDER . AN ACTNITIES OF DAJLY LIVING
(APL) were pPERmorMEp AND DocuMENTED
ON 12{03)08  AMoNG ALL RES Dewrs,

b) ALL RESIDENTS WiLL BE AssesseD
IF Ay CHANGES ON THEIR PERRRMANCES

ARE DBTERMINED BUT NOT LESS THAN
ONCB BACH VEAR OF RESIDENCY. A
RESIDENT FILE CHECKLST wiL, pE
ATACHED ANP REviwWED ENERY b
MONTHS TO ENSURg PROPER CARE
5 PRONIDED TO £ACH RES|pENT
NEEDS. THE ADMINISTRATOR OR THE
GROUP HOME OPERATOR wiL MONITOR
FOR COMPLIANCE |

) 12]03]03 COMPLETION DATE
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of the resident's ability to perform the activities of
daily living for 2003, 2004, 2005, 2006, 2007 and
2008.

Employee #2 indicated another ADL assessment
would be completed on any resident who's
condition had changed. The employee revealed
she thought the cited deficiency on last years
survey was for an activity schedule. The
employee indicated she was not aware of the
requirement to perform an annuat ADL
assessment.
Severity: 2 Scope: 3

This is a repeat deficiency from the 10/15/07
survey.
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